Last year I considered the nature of rehabilitation and the evidence supporting it. This was to give readers some ammunition when discussing the importance of disability services. The supplement from the British Society of Rehabilitation Medicine with this issue gives more evidence.
The three characteristic features of rehabilitation identified in previous editorials were:
• the focus on the behavioural aspects of illness (disability or activities, in the jargon); • the aim of increasing social role function (reducing handicap or increasing participation, in the jargon); and • the use of a broad model of illness (such as that put forward by Post et al in this issue of Clinical Rehabilitation on page 5) that required rehabilitation to be a team activity.
However it is obviously possible, and indeed likely that many services and professions will claim at least two of these characteristics. What health profession or service does not claim to have a holistic point of view? Would anyone dare deny that they are holistic? Who would not consider their ultimate goal to be maintaining or improving the patient's social status? Consequently there are still people who, while agreeing that rehabilitation is needed, nonetheless argue that anyone can do it, that specific expertise is not needed, or that a single therapist may constitute a rehabilitation service. This editorial addresses the nature of the speciality of rehabilitation: what distinguishes rehabilitation from single profession therapy; how can rehabilitation be defined or recognised in practice? It argues that rehabilitation is specifically characterised by team working between dif-ferent professions and that a specialist in rehabilitation can be characterised by the nature of their specific knowledge and skills, and on the basis of their experience. It also argues that being a specialist in rehabilitation does not follow from and is not precluded by any specific professional training. It considers what characteristics the people working within rehabilitation should have to identify them as specialists in rehabilitation over and above their general professional training.
T e a m -w o r k
Rehabilitation is a team activity, and rehabilitation specialists will (or should) work as part of a team. Consequently it is vital that a rehabilitation specialist has the skills needed to work within a team. For example they need to be able to take on a variety of roles within the team, and they need to know which role is appropriate at any one time: leading; acting as chair person; being a co-ordinator; helping someone else with their interventions; explaining to others what actions are needed to support their own intervention; negotiating and compromising; teaching; providing emotional and practical support; giving way at times; etc.
Furthermore, as part of this they will need to have knowledge and skills outside their own spec i fic professional area. This is not to argue for (or against) generic rehabilitation workers, but it is to emphasise that all members of a team need to work in a co-ordinated and coherent way. For example a physiotherapist who specialises in neurological rehabilitation must be able to recognise that urinary frequency is a symptom that can be treated, must have some familiarity with the management of poor memory, and should be familiar with helping patients who have communication diffic u l t i e s . E d i t o r i a l 3 more traditional ('medical') assessment starts with a range of problems, and seeks a single underlying factor (the disease). Consequently rehabilitation specialists need the skill to at least consider the wide range of factors that might have an influence upon or explain the observed p r o b l e m .
Intervention skills also need to be wider than usual. First, specialists in rehabilitation need to be familiar with general aspects of caring. In a team one cannot expect only one person to take responsibility for transfers or toileting (for example). Each member of a rehabilitation team should have some general caring skills, both physical and emotional. Secondly, as mentioned above, each member of a team should be able to reinforce and continue some specific treatments being undertaken by others (e.g. joint protection techniques in someone with rheumatoid arthritis or pressure relief in someone with spinal cord i n j u r y ) .
Experience and training
Specialists in rehabilitation should have adequate past and ongoing experience of their own area of interest and expertise. There is, to the best of my knowledge, no evidence-based criterion that defines specialisation and expertise. However, it seems accepted that for a practitioner to be defined as an expert in a process, he or she should experience that process more than once a month. Of course, much depends upon how one defines experience and process but in practice seeing a new example once a month would seem to qualify one for the label expert.
S u b -s p e c i a l i s a t i o n
Specialisation within rehabilitation is the subject of some debate, in the UK medical profession at least. Some doctors argue that doctors can know sufficient to be able to rehabilitate anyone, but others disagree. Similar discussions probably occur in other professions.
In my opinion it improbable that a specialist in rehabilitation (even a doctor!) will be able to acquire and maintain sufficient knowledge and skills to be able to assess and manage all disabled patients ranging, for example, from elderly patients who have had an amputation, through younger patients with acute onset disability from
K n o w l e d g e
Anyone specialising in rehabilitation must work within a coherent model of illness that covers all aspects of illness from disease through disability to disadvantage, and from patient through the local environment to the social environment. The model put forward by Post et al (page 5) is one, the World Health Organisation model of Impairments, Disabilities and Handicaps (WHO ICIDH model), which is being u p d a t e d , 1 is another. The team will need to work within a single model. Consequently rehabilitation specialists should be able to demonstrate specialist knowledge of at least one model, and to have some understanding of the nature and importance of the interrelationships between all levels within a model. This requires a broad education that includes such areas as sociology and behavioural psychology as well as the more traditional aspects of health profession education such as anatomy and physiology. In practice, this knowledge would be demonstrated by the clinical documentation used by rehabilitation specialists: the documents should include information from most of the areas included within their model.
In addition specialists obviously need to be familiar with the main interventions possible for most problems faced, and (where it exists) of the evidence to support the use of an intervention. Their knowledge of their own interventions will be obvious, but it is important that specialists are also familiar with the interventions that may be undertaken by others. First, the patients may not have been assessed by others and the clinician should be able to refer on appropriate patients. Second, interventions undertaken by others may interact with the specialist's own intervention or vice versa, and the clinician needs to be aware of this. Thirdly, it is preferable for all members of the team to support a general approach and to support interventions being undertaken by others in order to increase effectiveness.
Clinical skills
Specialists should have the skills needed to assess a patient. Rehabilitation assessment differs from more traditional assessment as it starts with an observed disability and tries to understand its genesis in terms of multiple factors. In contrast a stroke, to children born with disabling diseases. It is more likely that people and teams specialising in rehabilitation will need to concentrate upon some specific aspect. This may be disease based (e.g. neurological disability, musculo-skeletal disability, spinal cord injury) or may be based upon specific processes or impairments (e.g. assessment for and provision of prostheses and orthoses, pain control).
In summary specialists in rehabilitation can be characterised by being specialised in working as part of a multi-disciplinary, multi-professional team focusing on disability and its amelioration, w i t h :
• knowledge of at least one coherent, comprehensive model of illness (arguably the WHO ICIDH model because it is the most widely known); • knowledge of the nature and importance of inter-relationships between different factors within the model; • detailed knowledge of interventions within their own professional area that may reduce disability/increase social role functioning; • general knowledge extending outside their own professional sphere, concerning the skills of other team members and the nature of their interventions; • skills at assessing the genesis of disability in individual patients; • skills at undertaking some specific interventions (likely to be professionally based); • skills at furthering interventions being undertaken by others (likely to be from different professions); • skills at working within a team.
It should be noted that nothing written so far s p e c i fies any particular profession. Training as a nurse or physiotherapist no more qualifies one as a specialist in rehabilitation than training as a doctor excludes the possibility. A professional training is a necessary but not sufficient condition to be a rehabilitation specialist.
An alternative, political approach
Politicians and non-specialists find it difficult to distinguish between the work of a single professional, and rehabilitation as a team activity. Requests for more rehabilitation services or research are often met by giving more of one therapy or profession. Supporting nursing research, for example, may be equated with supporting research into rehabilitation.
In order to emphasise the multi-professional team nature of rehabilitation I would suggest that we paraphrase the British Prime Minister, Mr Tony Blair, and redefine rehabilitation as 'joined up health services'. [For those not familiar with English and the British political scene, Mr Blair noted that different government departments often worked in isolation, frequently towards opposite goals. He drew the contrast between writing in CAPITAL letters (isolated single letters) and 'joined up writing' (letters joined together; cursive script), and in his analogy cursive script was supposed to represent more coherent team work across artificial boundaries.]
P o s t -s c r i p t
Yet another way of characterising rehabilitation is by considering the complexity of the process. I suspect that rehabilitation is more complex (in a mathematical sense) than almost any other speciality. If any reader knows how to measure complexity or knows of papers which discuss measurement of complexity I would like to hear from them.
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